Background: For accurate target definition, we determined margins for the clinical target volume (CTV) for laryngeal and hypopharyngeal cancer in computed tomography (CT, 4.3 mm), magnetic resonance imaging (MR, 6.1 mm) and fluorodeoxyglucose (FDG)-positron emission tomography (PET, 5.2 mm). Previously, we used Hematoxylin-eosin (HE) stained whole-mount sections of total laryngectomy specimens as gold standard to define CTV margins. In the present study, we verified the HE-based tumor delineation with staining for pan-cytokeratin, specific for squamous cell carcinoma. Methods: Twenty-seven patients with a T3/T4 laryngeal hypopharyngeal tumor were included. From each patient, a total laryngectomy specimen was obtained. Four subsequent 3-mm thick slices containing tumor were selected of which 4-mm thick whole-mount sections were obtained and stained with HE and for pan-cytokeratin CK-AE1/3. Tumors were microscopically delineated on both sections by an experienced head-and-neck pathologist. Tumor delineations were compared using the conformity index (CI) and the distance between both contours. Results: The CI between HE-based and CK-AE1/3-based tumor delineations was 0.87. The maximum and 95th percentile (p95) extent of the HE-based tumor delineations from the CK-AE1/3-based tumor delineations were 1.7 mm and 0.7 mm, respectively. The maximum and p95 extent of the CK-AE1/3-based tumor delineations from the HE-based tumor delineations was 1.9 mm and 0.8 mm, respectively. Conclusions: Histopathological assessment of tumor outline on standard HE-stained sections is comparable to microscopic tumor extent based on squamous cell specific pan-cytokeratin staining. Therefore, CTV margins based on HE based tumor contour will be adequate.
Introduction
In radiotherapy, accurate target definition is a crucial step to perform optimal radiation treatment of the tumor [1] . Inaccurate target definition might result in reduced local tumor control or increased side effects in case of overestimation of tumor size [2] [3] [4] . Currently, clinical CTV margins lack evidence and are mostly based on clinical experience. Therefore, further validation is needed using histopathology or detailed recurrence localization [5, 6] .
In current clinical practice, various imaging modalities such as computed tomography (CT), magnetic resonance imaging (MRI), and fluorodeoxyglucose positron-emission tomography (FDG-PET) can be used for gross tumor volume (GTV) delineation [7, 8] . Due to the limited resolution of the images and partial volume effects, some microscopic tumorous tissue will not be visible using these imaging modalities. This microscopic tumor tissue, however, needs to be incorporated in the treatment for effective radiotherapy, which is achieved by expansion of the GTV to a clinical target volume (CTV). Expansion of the GTV can be done either by including anatomical regions with high risk of microscopic spread or by concentric geometric expansion using CTV margins. Geometric expansion might be preferable, as a recent study indicated that this method is less prone to treatment plan variations between different radiotherapy departments [9] . CTV margins have been estimated based on either post hoc evaluation of local recurrences or on examination of the microscopic tumor extent in histopathological specimens [6, [10] [11] [12] [13] [14] [15] [16] . The literature on the microscopic spread of primary head and neck tumors is sparse [17] , but studies by Campbell et al. [10] and Fleury et al. [11] demonstrated that microscopic disease was mainly limited within 5 mm of the GTV defined macroscopically on whole-mount sections. For laryngeal and hypopharyngeal squamous cell carcinomas (SCCs) we concluded, in a previous study, that concentric geometric expansion of the GTV with these CTV margins should be 4-7 mm, dependent on the imaging modality used for GTV delineation [12] . These margins were derived by comparison of the GTVs delineated on CT, MRI and PET with the delineations of the microscopic tumor on wholemount histopathological sections stained with hematoxylin-eosin (HE). These HE-based delineations were used as gold standard for CTV definition. The assumption was made that all microscopic tumor is visible on the HE stained sections as HE-staining is clinically used to assess excision adequacy by evaluating the presence of tumor at the margins of resection. Furthermore, HE-based tumor delineations show a low interobserver variation among pathologists, which indicates high precision of these delineations [18] . However, the question remained whether HE staining is sensitive enough for detecting all microscopic tumor growth. Therefore, verification of the HE-based tumor delineations is needed using another, more specific staining.
Squamous cells and accordingly SCCs are characterized by the expression of cytokeratins which can be immunohistochemically demonstrated using a pan-cytokeratin staining, such as cytokeratin-AE1/3 (CK-AE1/3), a cocktail of multiple antibodies directed against the epitopes of the most common keratins. Because of the high sensitivity of squamous cells for cytokeratin staining, it is particularly useful in clinical practice to identify or confirm the diagnosis SCC [19] . Therefore, the microscopic tumor visible on HE-stained sections might be intrinsically different from the microscopic tumor visible on sections stained for CK-AE1/3.
In this original study we use pan-cytokeratin CK-AE1/3 staining to investigate whether microscopic tumor delineations essentially differ from HE-staining in inclusion of all microscopic tumor tissue. This addresses the question whether HE based delineations adequately indicate the tumor for CTV margin definition.
Material and methods

Patient and tissue selection
In this study, 24 patients out of 27 patients included from an imaging-validation study were used in the present study [12] . These patients had primary cT3 (N = 4) or cT4 (N = 23) laryngeal or hypopharyngeal squamous cell carcinoma and were imaged with CT, MRI and FDG-PET prior to total laryngectomy (TLE). Tumor stage changed after pathology for one patient from cT3 to pT2, another patient from cT3 to pT4, and another patient from cT4 to pT3. The exclusion criteria for this study were contraindications for CT and for MRI contrast administration and insulindependent diabetes mellitus. Three patients were excluded after inclusion, because a tumor biopsy was performed between imaging and surgery, the tumor was fragmented during surgery, and one tumor was too large to fit on the whole-mount slides used for histopathology. The optimization of the specimen preparation process was completed in six patients prior to inclusion of the here reported 27 patients.
From the laryngectomy specimens of these patients, the complete tumor was sliced in axial histological tissue blocks of three millimeter thickness. For each patient, four successive tissue blocks containing tumor and the first cranial and first caudal tissue blocks without tumorous tissue (if available) were selected based on the corresponding HE-stained sections obtained for the imaging validation study [12] . In total, 108 central tissue blocks and 26 cranial and caudal tissue blocks were selected for further analysis, 28 cranial or caudal tissue blocks were missing.
Staining procedure
Microscopic slices were obtained from the selected paraffinembedded tissue blocks. Per tissue block 10 consecutive 4 mm whole-mount sections were obtained, of which two were used in this study: one stained with HE and another one for CK-AE1/3.
The HE-staining was performed manually according to our clinical staining protocol. The sections were first deparaffinized and rehydrated, then stained with hematoxylin and eosin (Dako, Agilent Technologies, Santa Clara, California) and finally dehydrated and mounted. For immunohistochemical CK-AE1/3 staining, the sections were deparaffinized in xylene and rehydrated in 70% ethanol. Subsequently, the endogenous peroxidase activity was blocked by incubation in 5% solution of 30% hydrogen peroxidase in phosphate buffered saline (PBS) for 15 min. Heat induced epitope retrieval (HIER) was performed in 10 mM sodium citrate buffer (pH 6.0) at 80°C in a stove for 30 min to reduce cartilage detachment. After HIER, the sections were rinsed with PBS and incubated in the primary antibodies CK-AE1/3 (1:250, Thermo Fisher Scientific Inc., Waltham, Massachusetts) for 60 min. After careful rinsing with PBS, the secondary antibody was applied for 30 min. After applying the secondary antibody and rinsing with PBS, diaminobenzidine (DAB) staining was applied for 10 min. The sections were counterstained with hematoxylin, air-dried and mounted in ClearVue TM (Thermo Fisher Scientific Inc.) ( Fig. 1 ).
Analysis
An experienced head-and-neck pathologist microscopically delineated tumorous tissue on both the HE and CK-AE1/3 stained sections (Fig. 2) . The manual delineations with a 0.6-mm thick permanent marker pen were performed independently and separately. The available cranial and caudal sections were checked for presence of tumor deposits by systematic evaluation of these sections using a microscope.
After the first contouring session, the sections were digitized and rigidly registered to each other by selecting manually 3-5 corresponding anatomical landmarks close to or in the tumor on both sections. The delineations were digitized by manually tracing the delineation of the tumor contour using an in-house developed software package [20] . If cartilage was lost during the staining process, resulting in discrepancies between the delineations on both stained sections, the delineations in the cartilage were adapted to either one of the stainings.
The maximum distance between the two delineations was determined. As the goal was to find intrinsic difference between the tumor contour on HE and CK-AE1/3, the larger distances (>2 mm) between the HE-based and the CK-AE1/3 based delineations were re-evaluated. If discrepancies were due to sample and human errors, i.e. tissue displacements, tissue loss or inattentiveness, these delineations were corrected. The revised delineations were used for further analysis.
The conformity of both delineations was measured by the conformity index:
with : A ½staining ¼ Area of staining;
with A HE and A CKAE the total delineated area per patient on HE and CK-AE1/3 stained section. A conformity of 1 indicates a perfect overlap of both delineations, and a conformity of 0 indicates no overlap between both delineations. The CIs were compared with the expected variation of the CI due to the marker thickness for several tumor volumes. To assess the effect of the marker thickness on CI, the uncertainty on the CI was modeled as
with A sphere (r) the area of a circle with radius r and Dr the marker thickness. In this model we assume a circular shaped tumor delineation with an area that might vary between the inner and outer contour of the marker delineation. The correlation between the CI and the delineated tumor area was determined per patient. Furthermore, a distance analysis was performed to describe the difference between the tumor delineations on both histological stained sections. The shortest distances from the contour of one staining to each position on the extending contour of the other staining were calculated per patient using the Hausdorff distance. This distance calculation was done for both the extent of the HEbased delineation to the CK-AE1/3-based delineation (HE-CKAE extent) and vice versa. From these distances the 95th percentile distance (p95-distance) and the maximum distance were determined.
To account for tissue shrinkage between the macroscopic 3 mm thick slices and the histological sections, a 12% scaling factor was applied for the distance analysis, as a similar shrinkage was determined by Caldas-Magalhaes et al. [21] .
Statistics
The Wilcoxon paired signed-rank test was used in all comparisons to determine significant differences, defined as a p-value lower than 0.05. To determine the correlation between tumor volume and CI, the Spearman rank correlation was determined. All statistical analyzes were performed using the statistics software package GraphPad Prism Ò 6.07 (GraphPad Software Inc., La Jolla, California).
Results
In total, 134 sections of 27 patients were examined after staining for HE and CK-AE1/3 They consisted of 108 sections containing tumor tissue and 26 cranial/caudal sections.
The median CI quantifying the conformity between the HEbased delineations and the CK-AE1/3-based delineations, was 0.87 (range 0.82-0.95) ( Table 1 ). This result shows that the HE-delineation and CK-AE1/3 delineation agree in 87% of the delineated area (Fig. 3) . A correlation of 0.71 (p < 0.0001) between delineated tumor area and CI existed. Frequently, variations between the delineation of both stainings could be attributed to inclusion or exclusion of tumor microenvironment (TME) containing no neoplastic tumor cells, but cancer associated fibroblast, tumor induced neo-vasculature and inflammatory cells attracted by the tumor (Figs. 3 and 4) .
The expected CI due to the thickness of the marker on the overlap ranged from 0.76-0.94 (Fig. 3) . The p95-distance and the maximum distance between both contours were calculated to determine how far the delineations deviate from each other (Fig. 4, Table 1 ). The median p95-distance of the extent of the HE-based delineations from the CK-AE1/3 based delineations (HE-CKAE extent) was 0.7 mm (range 0.3-1.3 mm) and the extent of the CK-AE1/3-based delineations from the HE-based delineations (CKAE-HE extent) was 0.8 mm (range 0.6-1.5 mm). The p95-distances were comparable for both stainings (p = 0.19) and were close to the pencil thickness used for delineation. The maximum extent was 1.7 mm (range 1.2-3.4 mm) for the HE-based delineation and 1.9 mm (range 1.3-2.9 mm) for the CK-AE1/3-based delineation and were not significantly different (p = 0.31) from each other.
In one of the sections of patient 22, an isolated microscopic tumor deposit, with a maximum diameter of 1.0 mm, was observed in both the CK-AE1/3 and the HE sections, at a distance of 4.3 mm from the main tumor bulk in the neighboring histological section (Fig. 5 ). This microscopic tumor deposit was surrounded by a layer of endothelial cells, indicating lymphogenic or hematogenous spread. The previously developed CTV margins of 4-6 mm incorporated this tumor deposit.
The cranial and caudal sections were microscopically examined for the existence of tumorous deposits, but no tumor deposits were observed in these sections.
Discussion
In this study, we evaluated the HE-based tumor delineations, used as a gold standard for CTV-margin definition, by comparison with CK-AE1/3-based tumor delineations. The CTV-margins for laryngeal and hypopharyngeal squamous cell carcinoma derived in our previous study were based on tumor delineations on histological sections stained with HE [12] . This is the first study which investigated the differences between HE-based tumor delineations and these based on immunohistochemical staining for cytokeratin. We observed that the HE-based tumor delineations were comparable to the CK-AE1/3-based tumor delineations within two millimeters. The variation between both tumor delineations, quantified using the conformity index (CI), was comparable to the interobserver variation on HE-based tumor delineations as determined by Jager et al. who reported a CI of 0.87 [18] .
These results show that the added value of pan-cytokeratin staining for microscopic tumor definition was negligible and did not dictate adjustment of the previously developed CTV margins. Therefore, HE-based tumor delineations can be used in validation studies as gold standard target definition for laryngeal and hypopharyngeal carcinoma in radiotherapy.
No isolated microscopic tumor spread was observed near the main tumor bulk except for one lymphogenic-/hematogenous micrometastasis located within 4 mm from the main tumor bulk, which was visible on both HE and CK-AE1/3 stained sections.
The differences between CK-AE1/3 and HE based tumor delineations were small compared to the differences between HE based and clinical imaging based GTV delineations asfor CT and MRI the CI was 0.47 and 0.55, and the maximum extent was 4.6 mm and 4.3 mm [7, 12, 22] , respectively. Effectively, the observer variations on imaging and histology were both part of these microscopic tumor extents, and thus taken into account in the derived CTV margins. Therefore, an additional margin for the pathological inter/intra-observer variation was unnecessary.
As generally, a correlation between CI and tumor volume was observed in our study, which is caused by the inherently higher sensitivity of the CI for variations in small volumes than for larger volumes. The tumor stage of the patients included in this study was predominantly T4, whereas usually patients treated with 5 6 6 7 7 7 8 8 9 9 1 1 1 1 1 3 1 4 1 4 1 5 1 6 1 6 1 8 2 9 3 0 4 0 4 8 5 6 6 7 7 7 8 8 9 9 1 1 1 1 1 3 1 4 1 4 1 5 1 6 1 6 1 8 2 9 3 0 4 0 4 8 radiotherapy have lower stage tumors (T1b-T3). The lower stage tumors are typically smaller than the high stage tumors, and thus, this study might show higher CI than for tumors indicated for radiotherapy. The measured CI for the two types of tumor delineations was closely following the simulated CI calculated for a marker thickness of 0.6 mm. This suggests that the tumor delineations were similar and that delineation variation can partially be attributed to the physical marker thickness. Delineations of the tumor boundary can be considered to be different when the distance between the digitized delineations is larger than twice the marker thickness.
It is known that tumor delineation and even diagnosis of invasion into cartilage or bone is difficult on CT and MRI data [23, 24] . We also found these discrepancies between HE and cytokeratin based delineations. The discrepancy in delineations for tumor invaded cartilage is in correspondence with the high interobserver variation for delineation of cartilage invasion on HE stained sections [18] . We observed that the tumor tissue was sometimes discontinuously infiltrating the bone marrow and that background staining was high in this area for CK-AE1/3; both might have resulted in the variation between HE and CK-AE1/3 based delineations in the cartilage.
Dissimilarities in delineation contour between HE and CK-AE1/3 might be attributed to varying inclusion and exclusion of TME at the border of the tumor. Whether TME should be included in the CTV, and thus needs to be irradiated, is subject of an ongoing debate. Currently the TME is seen as an important protector of malignant cells [25] ; irradiation of the TME might therefore affect tumor proliferation. Clear delineation guidelines to include or exclude TME might have reduced the variation between HE based and CK-AE1/3 based tumor delineations, as the inclusion of TME was inconsistent, both on HE and CK-AE1/3 stained sections.
In several cases, staining for CK-AE1/3 was weak, which might be caused by dedifferentiation of tumors, which can reduce the amount of cytokeratin expressed in the tumor tissue, as was shown for cytokeratin-17 in oral SCCs [26, 27] . As such, some dedifferentiated regions of the tumor were detected more easily on HE than on CK-AE1/3 stained sections.
In our study, we observed that when two dimensional (2D) sections were inspected, apparent isolated tumor deposits seemed to exist. However, when adjacent sections were taken into account, they appeared connected to the main tumor. Therefore, in general, to determine the existence of isolated tumor deposits, taking into account the three-dimensional tumor shape is of utmost importance in radiotherapy. However, when comparing tumor contours based on two different staining methods on sections less than 40 mm apart, small differences can be expected in tissue structure. Therefore, in this study, distance analysis was performed in the sectional plane only.
In this study, only patients with larynx and hypopharynx tumors indicated for surgery were included with a relatively high stage (T3/T4) compared to patients with T1b, T2 or T3 tumors who are typically indicated for radiotherapy. These tumors with a lower T stage as well as squamous cell carcinoma in other head-and-neck regions may present different tumor characteristics. We expect that the comparison of tumor contours on CK-AE1/3 and HE sections would be comparable to the higher T stage cases in the present study. Additionally, the question rises whether the CTV margins defined on the current study population might be transferred to other head-and-neck regions. As pattern of invasion and perineural growth in laryngeal cancer might be different from cancer in other head-and neck regions, transferring the CTV margins to these regions should be handled with caution [28] .
Only a rigid registration of the stained section was performed in this study. However, deformable registration does not appear to be required, as the contours after rigid registration showed a high conformity.
Although we observed only one isolated tumor deposit in our study, single isolated tumor cells or very small tumor deposits might be below our detection level. However, it is questionable whether these very small tumor deposits and isolated tumor cells should be included in the primary tumor CTV, an elective radiation dose might be enough. Another question is which dose level is adequate for the CTV. As is discussed by Gregoire et al. [5] a two-level dose for the CTV might be implemented. For the near tumor CTV a high dose to adequately irradiate tumor tissue that is not included in the GTV, while at larger distance a lower dose level might be sufficient.
Conclusion
In conclusion, HE-based tumor delineations are comparable to CK-AE1/3-based tumor delineations in laryngeal and hypopharyngeal squamous cell carcinoma. Therefore, HE-based tumor delineations are a reliable standard to determine microscopic tumor extent for clinical target volume definition. Consequently, additional CK-AE1/3 staining is not necessary to accurately determine the microscopic tumor extent in validation studies.
